More than 25 years ago, Strupp and Bergin (1966) compiled 2,741 psychotherapy research references, of which less than 1% mentioned training. This meager empirical foundation for professional training in psychotherapy has not improved substantially since that time, although it has come under increasing scrutiny (Alberts & Edelstein, 1990; Ford, 1979; Garfield, 1977; Matarazzo, 1978; Matarazzo & Patterson, 1986; Matarazzo, Wiens, & Saslow, 1966) . In his classic review of training studies, Ford (1979) concluded that with few exceptions, research efforts had been confined to the teaching of just one or more discrete interviewing skills within the context of brief and poorly described interventions. Additionally, Ford noted that the dependent variables used had not been well validated and that "trainees" were often undergraduates.
A 1990 update of Ford's (1979) review suggested that few additional studies have been undertaken, methodological sophistication has not increased, and the topic of training continues to receive relatively little attention (Alberts & Edelstein, 1990) . Researchers continue to use analog designs with minimally trained clinicians and simulated clients. Operational or behaviorally anchored definitions of trained responses are frequently absent, as are multiple criterion measurement strategies and psychometrically validated instruments. PsychodyWilliam P. Henry and Hans H. Strupp, Department of Psychology, Vanderbilt University; Stephen F. Butler, Brookside Hospital, Nashua, New Hampshire; Thomas E. Schacht, Department of Psychology, James H. Quillen College of Medicine; Jeffrey L. Binder, Georgia School of Professional Psychology.
This study was supported in part by National Institute of Mental Health Research Grant MH-20369, "Effectiveness of Time-Limited Dynamic Psychotherapy," to Hans H. Strupp. Correspondence concerning this article should be addressed to either William P. Henry or Hans H. Strupp, Department of Psychology, Vanderbilt University, Nashville, Tennessee 37240. namic therapy training, in particular, lacks an empirically grounded approach to instruction (Strupp, Butler, & Rosser, 1988) .
Recently, the advent of psychotherapy manuals has provided a research method with great potential for studying the nature of training. (Manuals, of course, were not originally designed for this purpose but have been seen primarily as tools for controlling the treatment variable in outcome research.) We believe that it is crucial to systematically investigate the effects of the manual-training process, as the use of treatment manuals is rapidly becoming a prerequisite for funded psychotherapy research as well as a standard for clinical training in general (Mohletal., 1990) .
This Vanderbilt II study investigated changes in therapist behaviors following 1 year of instruction in a manual-guided form of time-limited dynamic psychotherapy (TLDP; Strupp & Binder, 1984) . The Vanderbilt II design addresses many of the shortcomings cited in earlier research: (a) The study used a treatment manual to provide a well-articulated overall intervention approach that included learning some specific skills but was not limited to small, discrete technical behaviors, (b) Training methods were similar to prevalent models of graduate education and consisted of video-and audio-assisted didactic seminars and small-group supervision. The number of contact hours in the training (an average of 100) was equivalent to about three graduate semester courses, (c) Experienced therapists and real therapy clients were used, overcoming limits of generalizability imposed by analog designs, (d) Multiple, operationally defined and psychometrically established process instruments tapping a range of therapist performance variables were used to measure changes, (e) A pre-post repeated measures design permitted observation of within-therapists changes from an established baseline (an approach called for in one of the earliest reviews of the training literature; see Matarazzo et al, 1966) . Thus, our study was designed to be well controlled but ecologi-cally valid in that it conformed to the basic procedures and teaching methods being widely used to train therapists in manualized treatment efficacy research.
When therapists are trained with a manual, it is expected that adherence to the principles and techniques of the manual will improve. Accordingly, specific scales for rating adherence are routinely included in programs for manualized instruction. However, manualized training may also have "side effects" in the form of behavior changes that go beyond the specific technical interventions being taught. Thus, in this article we report quantitative changes in Vanderbilt II therapists' behavior as grouped conceptually into two categories: (a) changes in interventions, such as interview behaviors and use of specific technical strategies; and (b) changes in the interactional process, such as activity level and quality of interpersonal behavior.
Method

Subjects
Patients. Selection criteria were designed to identify a patient population that (a) had genuine and clinically significant problems; (b) satisfied minimum requirements of suitability for outpatient psychodynamic psychotherapy, including an indication that their problems had a clear interpersonal component for which TLDP would be an appropriate treatment; and (c) did not have strong indicators for alternative treatments such as drug therapy or hospitalization. Eighty-four patients were accepted into the study (19% of the potential patient pool). Seventy-seven percent of accepted patients were women. Eighty patients were White, 3 were Black, and 1 was Asian. Subjects were aged 24-64 years (M = 41.0 years, SD = 10.4 years). The mean education level was 3 years of college (range = 7th grade to doctorate). Sixty-eight percent of patients had participated in previous psychotherapy. Diagnoses, based on the third edition of the Diagnostic and Statistical Manual of Mental Disorders, were assigned by a trained interviewing clinician using the computerized version of the NIMH Diagnostic Interview Schedule. Eighty-seven percent of patients received an Axis I diagnosis and 67% received an Axis II diagnosis, with all patients qualifying for at least one Axis I or Axis II diagnosis. The mean Global Severity Index T-score (outpatient norms) from the SCL-90-R (Derogatis, 1983) was 48.1 (SD= 5.8), with no patient having a GSI score less than 1 SD below the outpatient normative mean. Patients who left the project following four or fewer sessions were considered dropouts and were replaced. Patients who completed five or more sessions were retained for the regular analyses (N = 80).' A total of 84 patients began the study, and 4 dropped out (5%). Disregarding dropouts, the mean number of sessions was 21.4 (range = 5-25, SD = 6.1).
Patients accepted into the project were stratified in terms of rated capacity for participating effectively in dynamic psychotherapy using the Capacity for Dynamic Psychotherapy Scale (CDPS; Thackrey, Butler, & Strupp, 1985) . The CDPS is composed of nine items, with each rated 1 -5, and was designed for use by interviewing clinicians or independent raters. It measures a patient's willingness and ability to collaborate therapeutically in addressing problems of an affective and interpersonal nature. Each therapist was assigned one patient whose capacity was above the median, one who was rated below the median in both the pre-and posttraining phases, and one below-the-median case during the training phase. The pre-and posttraining patient groups had identical mean CDPS scores, and therapists did not differ significantly in the average difficulty of their caseloads. Additionally, the pre-and posttraining patient samples did not differ significantly on any measure assessed at intake (e.g., symptom status, global functioning, etc.).
Therapists. Psychotherapists participating in the study were licensed clinical psychologists and psychiatrists and had been recommended by senior colleagues who typically had been their teachers. All therapists had at least 2 years of full-time postinternship or postresidency clinical experience and were in private practice (years of experience ranged from 2 to 14 years; the mean experience of psychiatrists and psychologists was 5.3 years [SD = 3.7 years] and 5.9 years [SD =2.3 years], respectively). There were 10 men and 6 women (6 male psychiatrists, 4 male psychologists, 2 female psychiatrists, and 4 female psychologists). All therapists were White, and the majority considered themselves to be psychodynamically oriented.
TLDP Training
Therapists were divided into four training groups of four therapists each, and the two authors of the treatment manual were each responsible for training two of the groups. Training lasted approximately 12 months and consisted of approximately 50 weekly 2-hr seminar and supervision sessions, which were audiotaped. The program followed a traditional educational format, including the following components: (a) didactic presentations on TLDP principles and techniques accompanied by readings in the treatment manual and illustrated by clinical examples drawn from transcripts and audio-or videotapes of the seminar participants and the supervisors and (b) treatment of a patient with small-group supervision. Audio-and videotaped recordingsof the participating therapists' training cases were discussed in detail by the seminar leaders and the group to highlight TLDP principles and techniques.
Intervention and Strategy Changes
The Vanderbilt Therapeutic Strategies Scale (VTSS; Butler, Henry, & Strupp, 1992 ) is a 21-item scale divided into two subscales: Interviewing Style (IS), a composite of 12 general interviewing behaviors expected in good psychodynamic psychotherapy, and Specific Strategies (SS), 9 specific technical behaviors that were emphasized in the TLDP training (see Table 2 for items). By dividing items into these two subscales, the VTSS separates specific technical adherence, rated primarily via frequency estimates, from more general and qualitatively rated interviewing skills. Items are rated on a 5-point Likert scale, with higher ratings indicating greater frequency or quality of the rated behavior depending on the item. Factor analysis confirmed the a priori division of the VTSS into the two subscales (Butler et al, 1992) .
Videotaped 3rd and 16th sessions were rated by trained independent raters unfamiliar with the training status of the cases. Interrater reliability as measured by the intraclass R was .74 for interviewing style and .91 for TLDP specific strategies (see Butler et al., 1992 , for complete psychometric properties). Data for 3rd sessions were based on ratings of the entire session (mean of three 15-min segment ratings). Data for 16th sessions were based on ratings of the middle 15 min of the session. The decision to rate only the middle 15 min of the 16th sessions was made in order to reduce research costs after analysis of 3rd sessions indicated that there were no significant differences attributable to the segment being rated. Analyses comparing the 3rd and 16th sessions used only the second 15 min of the 3rd session. All other analyses of the 3rd session used an average of the three segments covering the entire session.
We made the decision not to use a "red line" procedure in which therapists are judged to have reached a sufficient degree of adherence for several reasons. To begin with, although TLDP emphasizes a variety of technical strategies, it does not specifically proscribe others.
Additionally, the nature of TLDP (and psychodynamic therapy in general) does not lend itself to an a priori determination of the optimal frequency of intervention techniques. The independent raters also rated TLDP sessions conducted by the senior project staff, and the range of technical adherence observed was similar to that of the therapists in training. Finally, because the focus of the project was on the effects of training, we wanted to study the full range of therapists' performances after training.
Therapeutic Interaction Changes
Vanderbill Psychotherapy Process Scale (VPPS; O'Malley, Suh, & Strupp, 1983) . The VPPS consists of 80 items (adjectives and short descriptors) and was designed to assess significant attitudes and behaviors displayed in the patient-therapist interaction. It is largely neutral with regard to any particular theory of therapy and has gained increasing use as a general therapeutic process measure. It was developed to provide overall impressions of sessions segments (usually 15 rain) and is seen as a compromise between global full-session ratings and atomistic assessment of single communications. Prior factor analyses of the VPPS revealed eight stable factors (O'Malley et al., 1983) . Of these, the two that measure therapist interactive style were selected for our analyses: Therapist Warmth and Friendliness (9 items) and Negative Therapist Attitude (6 items). Scores are presented as mean ratings for each factor, based on a 5-point scale, with higher numbers indicating more of the rated factor.
Middle 15-min segments of videotaped third sessions were rated by two teams of two raters each who were unfamiliar with the training status of the cases. Within each team, interjudge reliability was calculated before consensus ratings were made in cases of disagreement. One third of the sessions were coded by both teams, and the consensus codes for each team were used to calculate final reliability ratings. Between-teams reliability as measured by the intraclass R was greater than .80 on all subscales.
Structural Analysis of Social Behavior (SASB; Benjamin, 1974 Benjamin, ,1982 Benjamin, , 1984 . SASB is a system of three interrelated circumplex surfaces, each based on the two dimensions thought to underlie interpersonal transactions: affiliation and interdependence. It was used in our study to provide a fine-grained analysis of moment-by-moment interpersonal process. The unit of rating is the thought unit, any part of speech expressing one complete thought (usually a phrase, and rarely more than a sentence). Each thought unit receives a rating for affiliation (ranging from hostile to friendly) and interdependence (controlling, submitting, autonomy granting, or separating) that is then used as a coordinate to place the communication on a point around the circumplex. The SASB system may be used at a variety of levels of specificity. For the purposes of our analyses, we calculated four global indexes: (a) raw frequency of therapist thought units containing a cluster code representing disaffiliative interpersonal process; (b) percentage of therapist thought units containing a hostile code; (c) raw frequency of therapist thought units rated as complex; and (d) percentage of therapist complex thought units. These indexes were selected because earlier research (Henry, Schacht, & Strupp, 1986 , 1990 had convincingly linked disaffiliative and complex 2 interpersonal processes to poor therapeutic outcomes. Raw frequency scores were analyzed because our prior research suggested that negative interpersonal processes could be countertherapeutic at relatively low levels of occurrence. Percentage scores were also used to remove the effect of different amounts of therapist verbal activity across cases and to examine the effects of training on the relative percentage of negative interpersonal process. The rating procedure was identical to that used for VPPS ratings, except that different teams of raters were used. Because of the categorical nature of SASB ratings, we used Cohen's kappa to measure interjudge reliability. The unweighted kappa for cluster assignment was .75.
Results
Technical Change
For the purposes of the analyses reported here, data were collapsed for each therapist across their two pre-and two posttraining cases, yielding one pretraining score and one posttraining score (the 16 training cases were dropped from the analyses). Thus, the therapist was treated as the repeated dependent variable. A 2 X 2 repeated measures analysis of variance (ANOVA; Pre-to Posttraining X Early to Late Session; n = 16) was performed for each of the two VTSS subscales (SS and IS). When both rated sessions were collapsed, posttraining groups were rated significantly higher on the use of specific TLDP strategies (SS), F(\, 15) = 10.0, p < .006, but not on interviewing style (IS), F(l, 15) = 1.55, ns. There were no significant main effects for session for either interviewing style, F(\, 15) = .05, ns, or TLDP strategies, F(\, 15) = 1.25, ns. The Session X Training Phase interactions were also insignificant: IS, F(l, 15) = 3.17, p < .09; SS, F(l, 15) = 1.59. When the sessions were analyzed separately (one-way Pre-X Posttraining repeated measures ANOVA; n = 16), there were significant pre-versus posttraining differences in both interviewing style and specific strategies in Session 3 but not in Session 16 (see Table 1 ). Thus, it appeared that the bulk of the pre-to posttraining differences observed were due to the Session 3 data. All data tables include effect size of change calculated by dividing raw change by pretraining standard deviation.
Exploratory item analyses (one-way repeated measures AN-OVA) were performed on Session 3 data in order to more precisely pinpoint specific changes in posttraining therapist behavior.
4 Table 2 contains individual item means and effect sizes. Significant change was observed on 13 of the 21 VTSS items, with the greatest effect sizes clearly occurring for the specific strategies targeted by the training program (this was due partly to relatively smaller pretraining variance on some SS items as compared with IS items, which sometimes produces artificially large effect sizes). It is important to note, however, that change was also observed in behaviors not specifically emphasized as part of the manualized protocol.
Interactional Change
For VPPS and SASB analyses, scores were again collapsed across each therapist's pre-and posttraining cases, yielding one score for pretraining and one score for posttraining. Repeated measures ANOVAs (« = 16) were first performed on the SASB variables (see Table 3 ). As indicated by the number of thought units per session, therapists after training were almost twice as active, F(l, 15) = 21.41, p < .000. Therapists after training also delivered a greater raw frequency of messages rated as complex, most typically a question or interpretation containing an embedded criticism, F(l, 15) = 5.12, p < .04. Interestingly, although the total number of complex communications increased significantly, the percentage of complex communica- tions as a function of total thought units did not increase significantly. There was also an increase in the number of messages rated as hostile, which, although it did not reach statistical significance, may be clinically important insofar as other research has indicated that these messages may be therapeutically destructive out of proportion to their absolute frequencies (Henry et al., 1990) . The effect sizes of these problematic changes in therapist hostility (0.52) and complexity (0.82) also suggest their potential clinical importance. The surprising findings suggested by the SASB data, that elements of therapist interactive behavior might have changed in unexpected and potentially countertherapeutic ways, were mirrored somewhat in the VPPS data. Although no differences between pre-and posttraining groups on the VPPS factors were significant (see Table 3 ), the direction of each nonsignificant difference was toward less desirable therapist behavior; that is, the trend was toward less warmth and friendliness and greater expression of negative attitudes. An exploratory item analysis indicated that this trend was caused by significant changes on a small subset of items. After training, therapists were judged to be less optimistic, F(l, 15) = 15.38, p < .001; less supportive of patients' confidence, F(l, 15) = 9.69, p < .007); to spend less time evaluating patients' feelings, F(l, 15) = 4.60, p < .05; and to behave in a more authoritarian manner, F(l, 15) = 4.35, p < .05. Trends were also observed suggesting that therapists demonstrated less overt approval, F(l, 15) = 4.08, p < .06, and were more defensive, F(l ,15)= 3.46, p < .08.
Discussion
The training program successfully changed therapists' technical interventions in line with the manualized protocol for TLDF Pretraining therapists showed a trend toward higher VTSS ratings from the 3rd to the 16th sessions, whereas posttraining therapists' ratings started higher but did not increase. This is consistent with TLDP's emphasis on early determination of focus and greater therapist activity as keys to timelimited clinical work. Thus, in terms of technical adherence, we may conclude that the protocol approach was successful in specifying the treatment variable, the goal manuals were intended to accomplish.
However, these specific manual-guided and training-related improvements were only a subset of the changes observed. It is interesting that some positive changes in more general therapist skills were observed, although they were not the focus of training. For example, after training we observed increased emphasis on the expression of in-session affect, an improved participant-observer stance, and greater use of open-ended questions.
There were also indications of unexpected deterioration in certain interpersonal and interactional aspects of therapy as measured by the VPPS and SASB ratings. This finding is disturbing because previous work has repeatedly demonstrated the significance of these variables to positive therapeutic process and outcome (Henry et al., 1986 (Henry et al., , 1990 O'Malley et al., 1983) . The apparently negative effect of training on aspects of the therapeutic relationship is particularly ironic in light of the fact that TLDP focuses on intensive scrutiny and management of interpersonal patterns in the therapeutic relationship as the medium of change. In fact, TLDP was designed in part to reduce expression of therapist hostility toward difficult and negative patients. In light of these complex findings, we are forced to hypothesize that although the "treatment was delivered," the therapy (at least as envisioned) did not always occur. These results have important implications for the assumption that greater "control" of the therapy variable is truly achieved via manuals and adherence scales. Attempts at changing or dictatingspecific therapist behaviors may alter other therapeutic variables in unexpected and even counterproductive ways.
Are these results anomalous or unique to the Vanderbilt project? Probably not, as suggested by a recent symposium devoted to the topic of negative effects of manualized therapy (Moras, 1990) . Clearly, the specific difficulties posed by manuals vary as a function of the type of therapy studied as well as with individual problems posed by given patients. In general, however, research therapists often report feeling that their spontaneity and intuition are curtailed, whereas patients sometimes feel "subjected" to a treatment in a manner that overlooks their individual needs.
Posttherapy and posttraining interviews with our patients and therapists as well as observations of the posttraining cases suggested a number of possible reasons for the findings obtained. To begin with, the overall activity level of the therapists increased after training. Our data suggest that increased activ-ity provides the opportunity for more "mistakes," a possibility that has received little attention in the literature on manualized training. Although there was an increase in the absolute number of disaffiliative therapist statements (as rated by the SASB), there was no corresponding increase in the percentage of such statements by the therapists. Thus, it appears that training did not make them more hostile per se. Rather, the greater activity level might simply have provided more opportunities to display baseline rates of problematic interpersonal behavior. This does suggest that technical training of the type provided was not sufficient to address crucial interpersonal communication styles, despite the theoretical and didactic interpersonal focus. One of the apparent paradoxical results of training was that at the same time therapists were becoming more intellectually sensitized to the importance of in-session dyadic process, they were actually delivering a higher "toxic dose" of disaffiliative and complex communications.
Second, it was observed that after training, therapists were judged to be less approving and supportive, less optimistic, and more authoritative and defensive. We have some speculative hypotheses to explain these findings. Some therapists commented that after training they felt it was somehow improper to be overtly supportive, their more accustomed mode of interaction. Such uncertainty over what is "right" and "wrong" was described as interfering with the therapists' accustomed pacing. One result was a posttraining phase in which therapists' performance actually declined in certain ways as they struggled to naturally integrate new techniques into their existing styles and approaches.
A certain anxiety and defensiveness may appear natural (although unfortunately, likely countertherapeutic) as therapists struggle to adhere to the precepts of a not-yet-fully-internalized manual that may contradict established patterns of intuitive performance. This anxiety and defensiveness might have been coped with by a greater tendency to adopt an authoritarian stance, again an unintentional by-product of attempting to use new interventions. Additionally, calling attention to previously unperceived in-session patient enactments of cyclical maladaptive patterns might have inadvertently had the effect of engendering a more negative attitude by therapists toward their patients.
These results call into question traditional training methods such as those used in this project. Our therapists were, for the most part, self-labeled dynamic therapists. Many demonstrated verbal familiarity with basic TLDP concepts and stated during training that they were already using many of the techniques taught (although the pretraining VTSS ratings suggested that this was not the case). However, the abstract knowledge base that allows therapists to verbally enunciate principles taught and to technically adhere to protocols does not necessarily enable them to adequately monitor their own behavior or fully appreciate the ongoing interactional process as it unfolds with actual patients. We frequently observed that therapists' posttraining interventions seemed somewhat mechanical or illtimed. It seems likely that traditional training may more easily change surface features of therapists' behavior, with less impact on the interpersonal "deep structure" of the therapeutic relationship. Thus, the notion that the therapy is being specified or controlled by adherence to manuals may in this respect be an illusion.
Our findings, although unexpected and somewhat provocative, do not argue against the use of treatment manuals per se. The negative findings stand out to us because the direction of change was counter to that predicted, but only a subset of these changes were statistically significant. The extent to which these findings might generalize is unknown, and the results may well be applicable chiefly to psychodynamic therapies or training programs that significantly increase a therapist's accustomed activity level. The posttraining phase in the current design might represent an awkward period during which therapists continued to learn and struggle with new techniques, suggesting the need for more training cases. It may also be the case that processes associated with poor outcome in previous research do not have the same relation to outcome in the context of heightened focus on the therapeutic relationship. Potentially positive as well as negative changes in therapists' behaviors were observed, and the ultimate effects of these changes on individual patient's therapeutic change is still understudy. However, these results do urge some caution regarding assumptions of unequivocal benefit accorded to treatment manuals and also suggest that the effects of manual-guided training are a worthy focus of study in their own right.
Conclusion
In this article we have presented group data relevant to changes in therapists' technical and interactional behavior following training in a manualized form of TLDP. Many questions about the effects of manual-guided training remain to be answered as we examine individual therapists. The succeeding report in this series (Henry, Schacht, Strupp, Butler, & Binder, 1993 ) details our inquiry into questions related to the mediation of observed changes: What personal characteristics of the therapists are related to response to training? Were there systematic differences attributable to specific trainers? Can there be "educational countertransference" in terms of reactions to the research setting, the trainers, and therapeutic protocol? Did changes in therapist behavior differ as a function of specific patient characteristics? Psychotherapy is obviously a complex human enterprise. Perhaps it should come as little surprise that efforts to specify and standardize it prove to be equally complex and difficult.
